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GO TO THE PEOPLE 
LIVE AMONG THEM 
LEARN FROM THEM 
LOVE THEM 
® START WITH WHAT THEY KNOW 
BUILD ON WHAT THEY HAVE; 


BUT OF THE BEST LEADERS 

WHEN THEIR TASK IS ACCOMPLISHED 
THEIR WORK IS DONE 

THE PEOPLE ALL REMARK, 


"WE HAVE DONE IT OURSELVES." 


- old Chinese poem 


PRIMARY HeaLtH Care 


AND THE 


VirctaGe Heart Worker 


THE PROMOTION OF NATIONAL HEALTH SERVICES 


(This first article is devoted to a résumé of the current strong empha-— 
sis being given by the World Health Organization (WHO) to the promotion 
of national health services and the development of primary health care 
as a principal means to that end. It is gleaned from reports by the — 
Director General of WHO, Dr Halfdan Mahler, and other documents related 
to the January meeting of the Executive Board of WHO, and particularly 
EB55/9.) 


The Executive Board of the World Health Organization, meeting in Geneva 
the last two weeks of January 1975, resolved to give top priority to 
the promotion of national health services. This policy decision was 
given a position of “crucial priority" because of its concern over the 
maldistribution and lack of coverage of health services, a worldwide 
problem. It defined the problem in the following terms: 


"The Board is of the opinion that in many countries the health services 
are not keeping pace with the changing populations either in quantity 

or quality. It is likely that they are getting worse. Even if this is 
looked at optimistically and it is said that the health services are 
improving, the Board considers that we are on the edge of a major crisis 
which we must face at once as it could result in a reaction which could 
be both destructive and costly. There appears to be widespread dissat— 
isfaction of populations about their health services for varying reasons. 
These dissatisfactions occur in the developed as well as the developing 
world. They can be summarized as a failure to meet the expectations of 
the populations; an inability of the health services to deliver a level 
of national coverage adequate to meet stated demands and the changing 
needs of different societies; a wide gap (which is not closing) in 
health status between countries, and between different groups within 
countries; rapidly rising costs without a visible and meaningful im- 
provement in service; and a feeling of helplessness by the consumer who 
feels (rightly or wrongly) that the health services and the personnel 
within them are progressing along an uncontrollable path of their own, 
which may be satisfying to the health professions, but which is not 

what is wanted by the consumer. 


"The majority of the people in the disadvantaged areas of most countries 
of the world do not obtain sufficient care or otherwise benefit from 
known health technology. Health services which should provide coverage 
to these populations in fact provide services to only a very small pro- 
portion of the population they are supposed to serve. Furthermore, 
whenever health services have been provided, they have been often frag— 
mented and isolated from other activities directly or indirectly re- 
lated to health and have not corresponded with the life styles and liv- 
ing conditions of the population. Consequently, services have been un— 
able to give emphasis to consumer preferences and to make medicine 
"belong" to those whom it should serve. 


"In the absence of any health services or in the presence of unsatisfac— 
tory services, the population has had to rely almost exclusively on its 
own indigenous resources. The care offered by traditional birth atten- 
dants, herbalists and others, and the advice and practices passed on 
From one generation to the next have had to serve the needs of these 
populations. The knowledge inherent in these community-based health 


activities and the manpower required are a valuable resource for the 
future development of the health services. If the resources available 
to the community and the resources available to the health services 
could be brought into harmony, in other words, could become indistin- 
Quishable, except perhaps in function, then one would no longer de— 
scribe services as not belonging to the community. Degree of satis- 
faction would no longer be the question asked of the community by the 
social researcher; it would be a self-imposed criterion of a success— 
ful operation. 


"A series of major national efforts to develop primary health care ser- 
vices at the community level is seen as the only way in which the health 
services can develop rapidly and effectively. The prevailing approach 
to the development of primary health care has been the transfer of 
health technology from one context to another — developed to developing 
as well as urban to rural. This approach has failed to meet the needs 
of today; a radical departure from conventional health services ap-— 
proaches is required. To depart radically from these approaches is to 
require that new services are built up out of a series of peripheral 
structures that are designed for the context they are to serve. Cer-—- 
tain basic principles must be adhered to if these design efforts are 

to be successful. These follow directly from the above discussion and 
include: 


i) Primary health care should be shaped around the life 
patterns of the population it should serve. 


ii) The local population should be actively involved in the 
Formulation of health care activities so that health 
care can be brought into line with local needs and pri- 
orities. 


iii) Health care offered should place a maximum reliance on 
available community resources, especially those which 
have hitherto remained untapped, and should remain with- 
in the stringent cost limitations that are often present. 


iv) Primary health care should be an integrated approach of 
preventive, curative and promotive services for both the 
community and the individual. 


v) All health interventions should be undertaken at the 
most peripheral practicable level of the health services 
by the worker most simply trained for this activity. 


vi) Other echelons of services should be designed in support 
of the needs of the peripheral level, especially as this 
pertains to technical, supply, supervisory and referral 
Support. 


vii) Primary health care services should be fully integrated 
with the services of the other sectors involved in com- 
munity development (agriculture, education, public works, 
housing and communications). 


"The concerns identified in the previous section can be said to be uni- 
versal. There are few countries that can argue that these concerns do 
not apply to them. It has been stated that in the Americas as much as 
37 percent of the population are at present underserved, and in Africa, 
the Eastern Mediterranean, South-East Asia and in the Western Pacific 


(excluding China) the population of 1,660 million in 1970 may be 80 per- 
cent rural and as many as 1,075 million may not have access to primary 
health care. 


"It is accepted that while the need is apparent for action which is con= 
sistent with the principles identified earlier, the country response to 
this need may be unique for each country. These variations are not only 
varying responses to the different health needs within each country, but 
they are also national expressions of the differences in social and cul- 
tural background, political structure, economic realities and national 
practices and policies. It is suggested, in spite of these differences, 
that countries or regions within countries requiring action may yet pur— 
sue the goal of primary health care by developing a new tier of “primary 
care", by expanding or reorienting existing health resources in service 
of this aim, and by making maximum use of ongoing community activities, 
especially developmental ones, for the promotion of primary health care." 


@ 
One of the major factors hindering the development of health services 
for rural, periurban, nomadic and remote populations has been the ab-— 
sence of clear thinking about the kind of health personnel needed to 
provide the necessary services at these levels. (While, for the rest 
of the presentations in this issue, we use the terms "village" and 
"rural areas", we in fact mean to include these other groups — the 
periurban and slum dwellers, the nomadic groups, and those in remote 
or inaccessible districts.) 


This new cadre of health worker is emerging in many different locales 

as innovative programmes take form. The workers are the product of var- 
ious training programmes ranging from two weeks to three years. They 

are called by many names, among them being village health worker, pri- 

mary health worker, health promoter, health auxiliary, dispensary atten— 
dant or assistant, paramedical worker, doctor's assistant, first aid 

worker, and so on. For the rest of this paper, we will use the term 
"yillage health worker" (VHW); this is not to imply that we insist that 
there be uniformity or that this be the name, but simply for convenience. @ 
This, then, is the individual referred to in basic principle N° v). And 


in conformity with the conviction that primary health care must of ne— 
cessity be community-oriented (see principles aM ii) and rape the 
selection of such a person for training as a VHW must be made by the 
community. As experience with this type of worker is growing, this is 
emerging as a matter of essential and probably universal importance. 
Ideally, the VHW is recruited from among the villagers, can be trained 
in or near the village, and so will truly belong to the people. With 
training, the VHW can be used to impart health education, change the 
community attitude to health and give simple medical care. In its 
working document, presented in the form of a manual and entitled, 
"Training & Utilization of Village Health Workers", the WHO states: 


"Admittedly, these health workers will not be able to solve all the 
health problems arising in a village. However, this programme is not 
aimed at producing ideal conditions but at tackling the most common and 
urgent problems encountered. It seeks to bring about a gradual improve- 
ment in the health of various population groups by strengthening the 
existing health services and by providing a minimum level of service 


as a point of departure in places where there had been nothing or prac-= 
tically nothing before. 


"The VHW will give practical expression to the village's own determina-— 
tion to take over responsibility for the health of its people, and to 
make up in part for the deficiencies of the existing health services. 
The health worker will represent the forward outpost of the health ser— 
vices among the population, although his functions and his range of ac- 
tion will be circumscribed and clearly defined. His activities must 

not only be desired by the village but must also be followed up, sup- 
plemented and guided by ja supervisor belonging to the official health 
services. Such supervision is an essential and integral part of the 
village health worker concept. The village health worker must not be 
left to stand alone. He should be envisaged only in the context of a 
national health service, as the advance guard of the health network and 
as a small part of a much greater whole. The village health worker will 
be the link between the village and its nearest health centre or hospi- 
tal. His contribution will be to the development of the outer. reaches 
of the health services and will be given in close liaison with the other 
levels of the national health administration." 


In the same document, WHO offers a few standard guidelines for the sel- 
ection, training and role of the VHW. The following is extracted with 
permission: 


d .ESSENTIAL..CHARACTERISTICS 
Who is he? 


The VHW is a man or woman who, if possible, can read and write, 
and is selected by the village authorities or with their agree- 
ment to deal with the health problems of individual people and 
the community. 


Who will he report to? 


The VHW will be responsible both to the village authorities and 
to a supervisor appointed by the official health services of 
the country. 


The VHW will be paid (in cash or in kind) by the village for 
his work, which may be full-time or part-time, depending on 
requirements. 


The village will give him a hut or a room to be used only for 
his health activities. 


The VHW will follow the instructions given him by his super- 
visor and will work in a team with him. 


What training will he receive? 


The VHW will receive an initial period of training of six to 
eight weeks from the official health service of the country. 
He will also be given a regular annual further training last— . 
ing two to three weeks. His training will be of a practical 
nature and will be given near his village. Preferably, his 


supervisor should give the instruction. The Manual/Practical 
Guide should be translated into the local language. 


2 ROLE AND TASKS 


The work of the VHW will cover both health care and community 
development, as man's health and that of the community in which 
he lives is so much affected by an improvement in the quality 
of his environment. 


The health work of the VHW will be restricted to what he has 
been taught. The VHW must realize his limitations and be aware 
that there is only a restricted number of things he can do. He 
will not be able to solve all the problems he meets, but it is 
hoped that he will be able to help in dealing with the most com- 
mon and most urgent ones. 


The community development work of the VHW should serve to en- 
courage the village authorities and the village people to show 
initiative and take interest in any activity likely to improve 
living conditions in the village. He should first consider 
what can be done locally with the village's own resources at 
the least possible cost. 


The VHW's duties will depend on the problems he meets. These 
will vary from one country to another, and it is impossible to 
draw up a list of problems that will be applicable throughout 
the world. This is why the example list given earlier should 
only be taken as a specimen. However, many problems on this 
list will be met with by most VHWs. For that reason, it seemed 
possible to prepare a manual that would cover nearly all the 
most common concerns of the VHW, even though it was clear that 
to meet the actual conditions existing in any community, some 
problems might have to be dropped and others added. 


a) In view of what has been said above, the VHW should: 


1. care for the health of the villagers and look after 
community hygiene in the village; 


2. Qive care and advice, in accordance with the instruc-— 
tions written down in the manual or given by his super-— 
visor, to any villager who consults him; 


3. send patients to the nearest health centre or hospital 
in any case in which the manual instructs him to do so 
(evacuation or referral) and in any case not covered by 
the manual. The VHW should therefore confine his care 
and treatment to those cases, conditions and situations 
described in the manual; 


4. with authorization from the village authorities, visit 
all dwellings and give those living in them advice on 


how to prevent disease and learn good habits of hygiene. 


b) In addition, he should: 


1. make regular reports to the village authorities on the 
health of the villagers and on conditions of hygiene in 
the village. Get the village authorities and the vil- 
lage people to give him the help and support he needs 
for his work; _ 


2. keep in as close contact as possible with his superior 
so as to be able to give of his best in his work and to 
obtain the equipment and medical supplies he needs; 


3. promote community development activities and play an ac- 
tive part in them. 


c) This assumes that the VHU: 


1. is available any time of the day or night to respond to 
any emergency calls;, 


2. acts in all circumstances with common sense and devotion 
to duty and in awareness of his limitations and of his 
responsibilities; 


3. does not leave the village without first informing the 
village authorities; 


4. takes part in the periods of training organized by the 
health service. 


The manual itself gives a detailed description of the VHW's 
tasks and will thus enable him to deal with about thirty cur- 
rent and urgent problems. 


(The manual, "Training & Utilization of Village Health Workers", may 
be published in its final form by WHO. All inquiries should be ad- 
dressed directly to the World Health Organization, 1211 Geneva 27.) 


* * * * * 


COMPREHENSIVE RURAL HEALTH PROJECT, JAMKHED, INDIA 


Progress Report 


In the August 1972 issue of CONTACT (N° 10), we featured a presentation 
of the innovative rural health project by Drs Rajanikant and Mabelle 
Arole. It has proved to be an unusually comprehensive approach to com-— 
munity health work, and a tribute to this gifted couple. In prepara— 
tion for their move to this area of Maharashtra State, they established 
several priorities for themselves: 


1. to make facilities and personnel available to rural 
areas; 


2. to do something about the high birth rate; 


3. to reduce the morbidity and mortality among the under- 
Fives;3 


4. to organize an attack on certain chronic illnesses, in 
particular leprosy and tuberculosis. 


Their overall goal was to develop a programme which was fitted to the 
needs of the community and compatible with local resources. They were 
careful to define the limits of their outreach, with the hope of encom— 
passing the total population within that area. The project was de- 
signed to achieve a stage of self-—support in six years. A key part of 
the programme objective was the training of indigenous health workers, 
largely by field experience. A measure of the ingenuity of the project 
was the extent to which the community became involved in providing 
housing, making available or constructing buildings, providing new 
staff, and even paving roads to make remote areas accessible. 


The remarkable degree of success achieved in this project is a matter 
of record. It now appears to be less than two years from the point of 
total self-support. There is a vigorous programme in maternal and 
child health; strides are being made in the area of family planning; 
viable controls have been established in the field of leprosy and tu- 
berculosis; and their target population of 40,000 in some 30 villages 
has been embraced by the activities of the project. It has exploited 
local resources to achieve a relatively robust level of nutrition de- 
spite three years of drought. 


The ingenuity and growth of this project has come to the attention of 
the World Health Organization. In March 1974, a WHO team visited the 
Jamkhed project. The team included Dr Djukanovic, Dr Bannerman, Sr 
Anne Cummins, and Dr Beltram. The team was mandated to explore this 
effort as an alternative approach to meeting basic health needs of pop— 
ulations in developing countries. Their report draws attention to sev- 
' eral of the most successful and unique features of the programme. 


One of the early key insights by the Drs Arole was the realization that 
a health effort is impoverished unless it is but one thrust of a total 
and integrated community development scheme. It was quickly impressed 
on them that the highest priorities for this locality were food and 
water. As a consequence, the earliest activities of their "medical 
work" found expression in sheep breeding, the artificial insemination 
of cattle, the purchase of tractors for loan to local farmers, the giv- 
ing of grants to start poultry farms, and the initiation of community 
kitchens for the feeding of the children and the needy. This latter 
endeavour, community kitchens, can be found in all corners of the dis- 
trict and is thriving on strictly local resources. 


The need for water was met by securing a geological survey and initiat— 
ing a well-digging scheme which brought not only safe water for drink— 
ing but for irrigation as well. Road improvement and loans for housing 
were among other development priorities. This rich involvement in agri- 
culture and development was a part of identifying the rural health pro- 
ject fully with the felt needs of the people. 


The two medical doctors directing the project have held the line. against 
the engulfing attractions of curative medicine by the deliberate alloca- 
tion of their time in the following way: 


30% to curative services; 


30% to public health services; 


20% to supervision of other health workers; 
10% to training of health personnel; 
10% to self-education. 


This is reflected in the budgetary breakdown which shows only 30% of the 
funding supports curative effort, whereas 60% is in preventive services 
and promotional programmes, and 10% goes towards administration. After 
the physicians is a tier of technicians, auxiliary nurses, social work-— 
ers, and nurse—supervisors; these are supervisory and teaching person— 
nel, used for surveys and participating in ongoing training schemes. 
This level of worker has incorporated a number of the traditional local 
practitioners or ayurvedic doctors with some additional training in the 
system. 


The third tier of responsibility is that of the village health worker. 
In the Jamkhed programme, this has usually been a woman chosen by the 
community and trained in health education and first aid. She generally 
participates in ongoing training two days a week. The WHO team sensed 
some of the unique capabilities of this cadre of health worker, as this 
section of their report shows: 


"Delegation of every task to the humblest member of the team capable of 
doing it satisfactorily is one of the ways of overcoming the problem of 
inadequate manpower and financial resources. A key member in this 
health scheme is the village health worker, who is a member of the com- 
munity and acts as the liaison between the community and the more high- 
ly trained nurse or paramedical worker. 


"A cultural gap was found to exist between the city-educated health 
worker and the illiterate rural folk. Very often it was found that a 
patient, after listening to the advice of a physician or nurse, would 
then seek and follow the advice of an illiterate watchman or sweeper 

of the health centre, rather than that of the health professional. 

This is because he identifies with another illiterate person and feels 
closer to him than to the educated, sophisticated nurse. It became ap-— 
parent that the best way to change people's attitudes and to encourage 
adoption of new methods for health promotion was to enlist the help of 
women from within that community. 


"To illustrate this, an instance was cited in which a city-educated 
nurse, staying in a village for several months, could not convince a 
single woman to undergo tubectomy. Subsequently, an illiterate woman 
from the same village, when convinced herself, was able to refer 75 
other women for tubectomy within the same period of time. Numerous 
other instances of just this kind of credibility could be cited." 


Drs Rajanikant and Mabelle Arole were invited by the WHO to submit a 
detailed report of the rural health project at Jamkhed for a publica- 
tion to be released in mid-1975 called "Health by the People". In 
this report, which will be, featured as a chapter in this book, the 
Aroles describe their approach to the selection, training, and uti- 
lization of the village health worker in some detail: 


" Village Health Worker 


The problems responsible for ill health in rural areas are not complex 
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needing highly specialized and scientifically trained people for their 
solution. These problems result from lack of health education, un- 
healthy environment, people's way of living, available resources, and 
cultures of the community. Undoubtedly, modern medical technology is 
necessary to solve some of these problems. However, to a large extent, 
the community has to find solutions. People selected by the community 
can be used to impart health education, change the community's attitude 
to health and give simple medical care. 


"A village health worker is a necessary component of a health care sys-— 
tem and not just a stop-gap arrangement. City-trained health workers 
talk differently, dress differently and have a different way of life 
compared to the village folk. This produces barriers between the 
health worker and the villagers and results in poor communication 
between the villager and the worker. 


"On the other hand, a person chosen and trained from the community is 
accepted, and health promotion can be easily achieved through her. The 
village health worker feels important for the new role she plays in the 
village. Once convinced herself of the various health needs, she is 
able to effectively bring about change much faster than a professional. 
The volunteer being part of a community does not need a separate house, 
protection or special allowances. Since incentive for her is not money 
but job satisfaction, her services are not expensive and within reach 
of the community. 


"A large proportion of the work deals with women — namely, population 
control, maternal and child health; therefore, the village health work— 
ers are selected from middle-aged women who are interested in being of 
service to the community. The village council recommends three or four 
women and a suitable woman is selected from among them. These women 
are active, well-motivated and are respected members of the community. 
They are mostly illiterate and do not have household responsibilities. 


"Inservice training is provided to the village health worker. She 
spends two days a week at the main health centre. Here she receives 
Formal training on the health priorities of the project. All training 
is done with the help of flash cards, flannelgraphs and other audio— 
visual aids. She is given training on the use of audiovisual aids. 
The training is in the form of group discussions, demonstrations and 
formal lectures. 


"Each worker brings vital statistics for the week. Deaths are analysed 
From the clinical history and valuable suggestions given to them re— 
lating to the illnesses noticed during the week. Clinical cases in the 
health centre are used for demonstration. 


"Training is continued in the field by a mobile health team when it 
visits her village once a week. Thus the village health worker is un-— 
der training nearly two days at the main centre and one day in her vil- 
lage every week. 


"A village health worker begins her day by organizing feeding and nutri- 
tion education programmes in the village. Here she gives special at-— 
tention to underweight and malnourished children. She helps the mother 
to cook, and to feed the child, and gives group health education using 
audiovisual aids. Children are screened for simple ailments, such as 
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sore eyes, skin infections, diarrhoeas, fevers, and simple medical care 
is given. Children are weighed and immunization schedules arranged in 
consultation with the mobile health team. 


"Pregnant mothers are seen, and appropriate advice and simple iron vita- 
min pills are given. Immunization against tetanus is arranged with the 
nurse. Most pregnant mothers are seen at least once every two weeks, 
and any danger signs are reported to the mobile health team or to the 
main centre. The relatives who usually conduct the delivery are in- 
structed in simple principles of hygiene and preventive measures. A 
village health worker keeps razor blades and sterile thread and bandage 
for the care of the umbilical cord. 


"By house-to-house visits the village health workers identify women in 
child-bearing age. She has oral contraceptives and condoms to distri- 
bute. Similarly, women are motivated to undergo sterilization. In ad- 
dition to motivating the patient, the VHW has specially to convince the 
mother-in-law as she exerts great control on the daughter-in-law. It 
is not uncommon to find a well-motivated young woman coming secretly to 
the VHW for family planning advice as her mother-in-law does not ap- 
prove of it. 


"She collects vital statistics, namely, births and deaths in the village 
for every week. The VHW must record everything she does in the village. 
Her son or relative helps her in completing the records. Chronically 
ill patients with leprosy and tuberculosis are followed up and suspected 
cases presented to the mobile health team for confirmation. 


"Health education is the most important function of a VHW. She not only 
receives training in the use of audiovisual aids, but also she contrib-— 
utes to the preparation of these materials. The village health workers 
prepare stories, dialogues for puppet shows, and give ideas for pro- 
ducing audiovisual aids suited to local customs and conditions. 


"Each VHW has a kit containing oral contraceptives, condoms, simple 
drugs, dressing material, eye ointments, etc. Every week she takes a 
bus or walks six or seven miles to the main centre to receive her 
training. 


"A health promotion stall is constructed and is taken to various market 
places and fairs where village health workers arrange puppet shows, 
etc., and mobilize the masses for health education. 


"A village health worker usually works for three to four hours in the 
morning and a couple of hours in the evening which are convenient to 
her. Thus, she has enough time to carry on her normal duties. 


"Each village health worker gets an honorarium of Rs 30 per month; 
training, food and transport cost Rs 50 per month per worker. (Rs 1 
buys a cup of tea at the airport, or is a porter's charge to carry a 
package.) 


"Twenty villages have village health workers, and more and more volun— 
teers are coming forward to serve the remaining villages. VHWs have 
demonstrated their worthiness to the villagers, and communities are 
being approached to support them. Community kitchens are becoming 


as 


popular and, at present, there are twenty villages caring for 2,500 
children. In one village, because of internal wrangling, they closed 
down the community kitchen. After eight months they noticed their 
children losing weight and restarted the nutrition programme. Mothers 
who objected to immunization are themselves bringing children, and 
even paying for the service. Most under-—fives are immunized with 
triple antigen and polio. Villagers themselves notice their children 
gaining weight. This has led individual farmers to make 350 acres of 
land available for nutritional programmes. All thirty villages get 
safe drinking water from forty deep tube wells. In the field of fam— 
ily planning, women are made to think in terms of spacing. Five hun- 
dred and twenty-two women are regularly using oral contraceptives. 
During this period, 748 women and 301 men have undergone sterilization 
operations. The VHWs have convinced the mothers to take antenatal 
care. Over 50 percent of the pregnant mothers in the area receive 
this care regularly. 


" Multisectorial Approach 


The multisectorial approach gave the project an opportunity to identi- 
fy with the community, to make their priorities the project's concern. 
Health was viewed through the community's eyes and not through the 
health professional's. This helped the project to be relevant and, 
through the project's participation in total community development, 
brought a genuine response from the community for health programmes. 
Socio-economic development not only improves health standards, but 
also enables a community to support health programmes. Agricultural 
development and water resources development are directly helping to 
achieve the health objectives." 


(Copies of the WHO documents referred to in these articles, as well as 
the book, "Health by the People", may be obtained through the WHO na— 
tional or regional offices. Where this is not easily accomplished, 
orders may be addressed to: The World Health Organization, Distribu- 
tion and Sales Service, 1211 Geneva 27, Switzerland.) 


Documents introduced and edited by Stuart J Kingma, MD 


“ay 


CMC NEWS IN BRIEF 


Staff changes have been a big fac-— 
tor in the Geneva office this past 
year. Dr Helen Gideon resigned 
her post at the Population Desk, 
largely for personal health rea- 
sons. She returned to her home 

in India and, with her health re- 
stored, she has accepted a posi- 
tion with the Voluntary Health As-— 
sociation of India as Consultant 
in health planning. Dr Hakan 
Hellberg, a staff member since the 
inception of the Commission, re- 
signed in July to return home to 
Finland. He has assumed an admin-—- 
istrative position in the Ministry 
of Health. Sr Dr Gilmary Simmons, 
Catholic Consultant to the Commis-— 
sion for the Vatican Secretariat 
and the SEDOS Health Group, com- 
pleted her term on the staff and 
has returned to the USA. The con- 
tribution of each of these valued 


staff members has been woven into 


the fabric that now is the CMC, 
with a thread of insight, innova-— 
tion, courage, and devotion to 
our Saviour, Jesus Christ. 


Securing replacement staff for 
these vacancies has been compli- 
cated by the increased restric-— 
tion of the Swiss authorities on 
the granting of new work permits 
for aliens. However, Dr Stuart 
Kingma, appointed in mid-year of 
1974, was finally able to join 
the Geneva staff in early January 
this year. He is a trained sur- 
geon and has spent over eight 
years at a mission hospital in 
Nigeria. 


Difficulty is still being experi- 
enced in recruiting replacements 
for Dr Gideon and Sr Gilmary, but 
we hope these problems will be 
resolved before too long. 


BIBLIOGRAPHY 


We would like to mention a new publication that might be of help to 


those engaged in the training of primary health care workers. 


"Train— 


ing Auxiliaries in Health Care — an annotated bibliography" has been 


compiled by Dr Katherine Elliott. 


The book will be 100 pages in 


length, will cost approximately £1.50, and should be ready by mid-— 


year 1975. 


It can be obtained from the publisher: 


Intermediate Tech-— 


nology Development Group Ltd, 9 King Street, London WC2E 8HN, England. 


We recommend also a small book recently published under the title, 


"Health, Healing and Society". 


The author, Dr L G Wells, adds his 


clear voice to the growing concern over injustices in the world's 


health care provision. 


He discusses the state of medicine in the de- 


veloping world, with special attention to that in South Africa, and 
the often inappropriate emphases in the training of health profession-— 


als. 


pages. 
for orders in excess of 10 copies. 


He briefly touches on the planning for a just health service and 
the utilization of auxiliary level health workers. 
The selling price is R 1.95 ($2.80 -— £1), with a 1/3 discount 
Ten percent of the cost per copy 


The book has 64 


should be added for surface mail postage, and allowance should be made 


for bank commission. 


Africa. 


Orders may be addressed to: 
Ltd, PO Box 31134, 2017 Braamfontein, 


Ravan Press (Pty) 
Transvaal, Republic of South 
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Publications 


CONTACT, the periodical paper of the Christian Medical Commission, is 
published every two months. It deals with varied aspects of the Chris- 
tian community's involvement in health. It seeks to report topical, 
innovative and courageous approaches to the promotion of health care. 
Positions taken do not necessarily reflect CMC policy. CONTACT is 
published in English, French and Spanish, and its present total cir- 
culation is approximately 9,000. 


INDE Xr OFs PAST ISSUES 
NO Date of Issue 


1 F S November 1970 Secular and Christian Models of Health and 


Salvation — Dr R A Lambourne 
2 F S* March LOL Community Medicine — Dr W H Foege 
oa March a Sue Leprosy Control and Treatment in Comprehensive @ 
Health Planning - Dr O Hasselblad/J McGilvray 
4 F July yer ae Dialogue on Moral Issues and Health Care 
- Dr JH Bryant/Canon D Jenkins 
5 F October 1971 The Koje Do Project: Progress ‘and Problems 
Dr J R Sibley 
6 December 1971 Malnutrition in the World Today — Dr K Bailey 
Comprehensive Medical Care Delivery — Dr S Browne 
7 February 1972 Family Service Centre Programme 
- Dr S Khuri-Otaqui 
8 April 1972 Towards An Appropriate Health Care Technology 
- Dr O Gish 
9 June 1972 Mental Health, Christian Medical Mission and 


the Future Concept of Comprehensive Health Care 
- Dr R A Lambourne 


10/7 August 1 o'72 Comprehensive Rural Health Project, Jamkhed, © 
India — Dr RS Arole 


¥ok 
11 F°S" Qctober 1972 Using Medical Auxiliaries: Some Ideas and 
Examples — Dr K Elliott 


12* December 1972 China and the Less Developed Nations 
- S Rifkin 

1gah ee February 1973 Rural Health: Vanga Hospital, Republic of Zaire 
- Dr D Fountain 


14 F April 1 SUNS Traditional Beliefs, Health and Christianity 
- Dr D McGregor 


15* June TES Y ie: Urban Health: Kwun Tong Community Health 
Project, Hong Kong — Dr E H Paterson 

16*F August 1973 Health Care and Justice — CMC 

peg October 1973 Evaluation of Medical Missions — A Pilot Pro- 
ject -— Sr Maureen O'Keeffe, Lusaka, Zambia; 


How Much of a Hospital's Work Could be Done 
by Paramedical Workers? — Dr H Gideon 


20 


val 


22 


23 


24% 


F 


F 


Date of Issue 


December 1973 
February 1974 


April 1974 


June 1974 


August 1974 


October 1974 


December 1974 
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The Under—Fives' Clinic -— Dr D Morley 


The Chimaltenango Development Project, Guatemala 
- Dr C Behrhorst 


Some Steps Through Which Hospitals May Become 
More Deeply Involved in Community Health Care 
- edited by Dr D Morley 


Africanization in Mission Hospitals 

- Dr J W Bodenstein; 

A "Missionary" Doctor's Disquiet in Papua 
New Guinea — Dr P Strang 


Towards a Christian Perspective in Family 
Planning -— Bishop J W Sadig 


A Guide to Nutrition Rehabilitation 
- J Koppert, SRN SCM 


Medical Education: The Dilemma of the Medical 
Profession — A Need for Change in Medical 
Education — Dr D Sich, Chonju, Korea 


F = also published in French 
= also published in Spanish 
* following a number or F/S, 
indicates that the edition 
in that language is available 
by xerox copy only. 
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